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alveolar hemorrhage in immunocompetent patientsFigure 1 High-resolution computed tomographic scan at the
level of the lower lobes showing extensive areas of ground-
glass opacities in both lungs.We read with great interest the well-written article by de
Prost et al.,1 who reviewed the charts of 112 consecutive
patients hospitalized for diffuse alveolar hemorrhage
(DAH). They classified the causes of DAH into four etiologic
groups and concluded that these groups exhibited distinct
and readily identifiable clinical and laboratory features
that facilitated early identification by clinicians. The
authors listed more than 100 previously reported causes of
DAH, but they did not mention dengue viral infection. Thus,
we would like to report the case of a patient with dengue
fever who presented with DAH.
A 59-year-old man was refered to out hospital with respi-
ratory distress and massive hemoptysis for the previous 3 h.
He had a 5-day history of a sudden high fever, profuse
sweating and intense headache, followed by abdominal pain,
dry cough, arthralgia and myalgias. On examination, he
appeared anxious, pale and dyspneic, with ecchymoses on his
legs and abdomen, and hepatomegaly. His vital signs included
low blood pressure (90/50 mmHg), respiratory rate of
30 breaths/min, tachycardia (120 beats/min), and normal
temperature (36.7 C). The remainder of the physical exam-
ination was unremarkable. Laboratory tests revealed a red
blood cell count of 2.40 100/mm3, hemoglobin level of
7.3 g/dL, hematocrit of 20.5%, and platelet count of
50 100/mm3. His white blood cell count was 4.2 100/
mm3, with a normal differential. A chest radiograph demon-
strated opacities in both lungs, and high-resolution computed
tomography revealed bilateral large areas of ground-glass
opacities (Fig. 1). The patient then underwent bronchofibro-
scopy,which showedblood-tinged secretions fromboth lungs.
Dengue serology, determined using a dengue IgM antibody
capture ELISA, was positive. The patient required supportive
care in an intensive care unit with several blood fresh and
platelets transfusions. Heprogressedwell, with improvement
of the symptoms and was discharged on the 20th day.
Dengue virus causes several diseases in humans,
including dengue fever, dengue hemorrhagic fever (DHF),
and dengue shock syndrome.2 Dengue disease has a wide
spectrum of clinical signs and symptoms, ranging from
asymptomatic infection to severe and lethal manifesta-
tions.3 However, pulmonary hemorrhage and hemoptysis
have rarely been described in the literature.4e60954-6111/$ - see front matter ª 2012 Elsevier Ltd. All rights reserved
http://dx.doi.org/10.1016/j.rmed.2012.07.014Hemoptysis has been reported in 1.4% of dengue
infections. No specific treatment for dengue fever is
available, but careful clinical management frequently
saves the lives of patients with DHF. With appropriate
intensive supportive therapy, mortality may be reduced to
less than 1%.7 In conclusion, DHF should be considered in
the differential diagnosis of a patient with fever, hemop-
tysis, and DAH.
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